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FILED MAR .3 ]94§' THE DIVISION OF HEALTH OF MISSOURI Ol rx

No, 300
‘0.4 STANDARD CERTIFICATE OF DEATH State Fite No
BIRTH NO. REG. DIST. NO. __/ 22 PRIMARY REG. DIST. NO. _L_-.&og-‘kem':!rd'r's No..._...........§..§.9.....
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where d 1 lived. If lastitution: residence hefors
a. COUNTY Jackson a. STATE MiSSOUI‘i b. COUNTY Jackson wﬂ
b. CITY (I outeide corpurats timits, writsa RURAL and give c. LENGTH OF c. CITY (If outside sarporats limits, write RURAL and give townahip) /s |
TOWN o] weaabin)]| STAY asw el O Kansas Cit 7
a Kansas 1ty unknown i Y -y .
. FULL NAME OF (If oot in hospital or institution, give strest addrees of louu.en) d. STREET T (U rural, give loeation)
Q HOSPITAL OR U ADDRESS
2 INSTITUTION _General Hospital No. 1 8410 E.. 10 5¢
g 3. 6‘5‘3&5 52:':) a. (Firsh) b. (Middle) c. (Last) 4 031-5 (Month)  (Dsy)  (Yean)
= {Twpe or Print} Hary EotiZAGEH Walker DEATH 2 L 1949
g 5. SEX 6. COLOR OR RACE | 7. ‘mﬁvﬁg NEAER-MARRIED, 8. DATE OF BIRTH glﬁ?slr&?i:?“ ll; u::u |Dfun I UNDER M HBs,
b 1 =L, DIMORGED (Hpeoify) - ¥ on! ays | Hours | Min.
3 WibowEp 4\QcTaBir 2/,/86/ % e | "]
2 10a. USUAL PATION (Givekind of work | 10b. KiND QF BUSINESS OR IN. | 11. BIRTHPLACE (S‘u or forelan sountry) . 12. CITIZEN OF WHAT
s donad of warking life, even i retired) DUSTRY , (' )| countRY?
d DNE AT _ fHoonrs \Hoowe CounZy, Mssous,| U.S.
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14/ NAME OF HUSBAND OR WIEE
u [ANANow. ' | tiwvtprony | Pezer Walker
[® I5. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yss, o, wuknown) (If yoa, sive war or dates of sarvice) NO. ﬂ
3 N - — AN oNE 0.4. Méﬁ}sg,éogmm, Sz.ré J:.cg{o
Ml 18. CAUSE OF DEATH 1. DISEASE OR CONDITION MEDICAL CERTIFICATION P AHD A
= ﬁ::::’{‘:;"’(g;ﬁn“{:fg DIRECTLY LEADING TODEATH'y __ - -Bronchopneumonia ' "? days
2 || +Ths does mot mean | ANTECEDENT CAUSES
© || the mode of dving, such | Afortic conditions, if any, giring DVE TO (b)
. j as heart fatlure, asthenia, | Tise t0 the above couse (a) dating . B
€ | ze. It meons the gn- | the underlying cause lost.
© ease, Infiry, of complica- _ DUE TO (¢} . , . s
P tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS ) o ’
- Conditions contributing to the death bus not ”%
E_‘ related to the disease or condition causing deqth.
- Iy “19a. DATE OF OPERA- | 150. MAJOR FINDINGS OF OPERATION o ' ’ * 20. AUTGOPSY?
= TION X
- - . L . . . YES NO D
) 21a. ACCIDENT (Bpecity) 21b. PLACEQF INJURY (s.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE)
h . SUICIDE home, tarm, fagtary, street, offics bldg..e20.) L :
5 ~  HOMICIDE -
g 2id. TIME {Month) (Day) (Year? (Hour) 2ie. INJURY CCCURRED | 21, HOW DID INJURY OCCUR?
’ . WHILEAT NOT.WHILE
'J_' INJURY WORK AT WORK
g E ﬁ. I hereby certify that I auendcd the deceased from _daNe 29 19_19 1o _Febae It 1919 , that I last saw the deceased
ﬁ " alive on _Y€D. , and that death occurred al 2% 1 P-m., Jrom the causes and on the dale staled above.
E‘ Zia. SIGNATURE {m. W. Hart (Degme or title) Y 23b. ADDRESS | 23%. DATE SIGNED
P E T e T e} Med: Dir, Gen'l Hosp, 2-5-149
E %_Aa ngn{g\;-ALCREMA. 24b. DATE A 24c. NAME OF CEMETERY O 244, TION (Oity; town, or county) - . {(State) -,
X )
& | HuRial™" | Fra. 7./949 MEMoriAL /%@!C‘ausmi Aasas iy
FUMERAL DIRECTOR' s SIGMATURE
DATE REC'D BY LO%E;L REG R'S SIGNATURE . 5. ’ Tu IV"&J W .
27t L s oloneaA

(Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by e S

- ; Student Embalamsr No.

. B .
working under my persona! supervision.
Signed W % M

Signed.csceicacciasciarsnsrccncasrnactasrsasanes . Licensed Embalmer No_.%% _______
Student Embaimer . K %
~ P. O. Address & oy, %

Note:. The sbove MUST BE SIGNED BY, THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the above constitutes grounds for revocation of license.)

H this body is not embalmed, fact should be so stated above.




